Case Report {#S1}
===========

A 27-year-old female presented with right lower quadrant pain, which was associated with nausea, few episodes of emesis and low grade fever. On examination, female had a temperature of 39°, pulse rate of 100/min and blood pressure of 120/80 mmhg. Per abdominal examination revealed tenderness at Mc Burney's point. Ultrasound examination suggested Mesenteric adenopathy with minimal free fluid and gestational sac of 5 weeks with blighted ovum. On laparoscopy, inflamed appendix was seen entering the inguinal canal through deep ring along with small bowel ([Figure 1](#F1){ref-type="fig"}). Length of appendix was 9 cm with maximum diameter was 8 mm Laparoscopy appendectomy with reduction of hernial sac was performed. Dilatation and evacuation for blighted ovum was performed. Post operative course was unremarkable. Histopathological examination of appendectomy specimen showed changes of acute appendicitis. Hernioplasty had not been performed at the same time due to presence of infective process in the body. Patient had been explained regarding future consequences of recurrence. Patient came back for repair of hernia after 4 month and hernioplasty had been performed. Patient is in follow up since last six month without recurrence.

Figure 1Inflamed appendix with in opened hernial sac.

Discussion {#S2}
==========

The credit for performing first appendectomy goes to Claudius Amyand, sergeant surgeon to King George I, King George II, and Queen Ann. He was the first to describe presence of perforated appendix with in a hernial sac of 11 year old boy. An 11-year-old guy, Hanvil Anderson, had a right inguinal hernia with fecal fistula. He successfully performed appendectomy and repair the hernia on 6th of December, 1735.^[@R1]^ He took approximately half an hour to complete the surgery and after completion of operation, he commented that *Tis easy to conceive that this operation was as painful to the patient as laborious to me*.^[@R1]^ This operation was not only the first to describe hernia containing vermiform appendix but also one of earliest documented appendectomy in the literature.^[@R2]^

The term Amyand hernia refers to presence of appendix within inguinal hernia. Hernia is abnormal protrusion of viscus or part of viscus through a normal or abnormal opening, from the cavity which contains it. The common contents are either omentum or intestine. Unusual contents may be encountered, such as Meckel's diverticulum (Littre's hernia), or a portion of circumference of intestine (Richter's hernia). The presence of appendix with in femoral hernia sac is referred as De Garengeot hernia.^[@R3]^ A normal appendix within inguinal hernia is estimated to be found in 1%. The finding of appendicitis in the inguinal hernia is only 0.1%.^[@R4]^ Amyand hernia with pregnancy is a rare combination. To my knowledge, this is the first case of Amyand hernia combined with pregnancy and managed through laparoscopy. Pre-operative diagnosis of Amyand hernia is difficult. Because of anatomical location Amyand hernia is almost always on the right side. However, extensive literature search revealed 8 cases of left sided Amyand hernia.^[@R5]--[@R12]^ There are four conditions responsible for left sided Amyand hernia: situs inversus, mobile cecum, malrotation of intestine, and excessively long appendix.

Acute appendicitis in hernia sac is rarely diagnosed preoperatively and often misdiagnosed as either testicular torsion or epididymo orchitis. Although CT abdomen may be of help in reaching the correct diagnosis, it is not routine when diagnosis of appendicitis is sure. It remains integral to preoperative diagnosis. The American College of Radiology recommends the use of nonionizing radiation techniques for front-line imaging in pregnant women.^[@R13]^ Treatment of Amyand hernia includes either open or laparoscopic appendectomy along with hernia repair.^[@R5],[@R14]^ Most authors believe that presence of normal appendix does not require surgical removal and every effort should be made to preserve the normal appendix.^[@R15]^ It is very difficult to determine whether visceral inflammation is the primary process or strangulation of appendix within the sac is responsible for ischemia and necrosis.^[@R16]^ Losanoff described management of Amyand hernia. Losanoff type I (Normal appendix within sac) should be managed by hernioplasty without appendectomy and Losanoff type II-IV (acute appendicitis within sac) requires appendectomy followed by hernia repair without prosthesis.^[@R17]^ Johari *et al.*^[@R11]^ suggested appendectomy in case of left sided Amyand hernia irrespective of condition of the appendix. The reason for appendectomy in normal looking appendix on left side is any future appendicitis will have an atypical presentation and can cause diagnostic confusion. Prosthesis should not be used in the repair of contaminated abdominal wall defects because it can increase the inflammatory response and result in surgical site infection and a possible appendicular stump fistula.^[@R5]^

Conclusions {#S3}
===========

The presence of appendix with in hernial sac is referred as Amyand hernia. Appendicitis within an Amyand hernia is rare. Pre-operative diagnosis is difficult. CT may helps in correct pre-operative diagnosis. Presence of infection is an absolute contraindication for placement of prosthesis.
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